Abstract We report the surgical management of a case of Zenker's diverticulum in a 64 year old man, complicated by metallic nail penetration and surgical scarring due to previous surgery for cervical vertebral trauma
Introduction
Zenker's diverticulum (ZD) occurs due to muscular dysmotility at the pharyngo-esophageal junction (PEJ). Sometimes, the operative management is complicated by previous surgery in its vicinity as highlighted in this case.
Case Report
A 64 year old man presented with progressive dysphagia, regurgitation and loss of weight since 6 months. There was no history of hematemesis or malaena, suggestive of a upper gastrointestinal tract malignancy. He had met with a road traffic accident five years back resulting in cervical trauma with quadriparesis, but had recovered completely after operative reduction and fixation with titanium plate and screws at C6-7 vertebral level. On examination, there was no evidence of a neck swelling or lymphadenopathy. Gastro-esophagoscopy revealed a posterior median diverticulum at PEJ, but no growth or stricture of esophagus or stomach was found. Barium swallow showed a large posterior diverticulum with a filling defect and a protruding upper nail of the cervical plate into fundus of the sac (Fig. 1a) . Preoperative preparation was done with antibiotics, chest physiotherapy and liquid diet for 3 days. At surgery, patient was placed in thyroidectomy position and a collar incision made. After raising the subplatysmal flaps, a plane between the carotid sheath and laryngopharyngo-esophageal complex was created. Later, the right side of the diverticulum was dissected, but the dense fibrous scarring had plastered the fundus and body of diverticulum to prevertebral fascia, precluding further dissection. The sac was opened at its neck, which revealed the upper end of the plate with the nail penetrating into the diverticulum (Fig. 2) . The neck of the sac was divided from rest of sac and the rent in pharynx was repaired with 3-0 vicryl. The sac was removed and a 5 cm long cricopharyngeal myotomy was done. Oral liquids were allowed on 5th post-operative day (POD), soft diet on 7th POD and Ryle's tube was removed on 8th POD. He was asymptomatic and postoperative barium swallow on 8 th POD showed a free flow of barium with no diverticulum (Fig. 1b) . Extracted nails and plate are shown in Fig. 3 . Histopathology of the excised sac showed a normal esophageal mucosa with chronic inflammation and fibrosis near its fundus. At follow-up of 6 months, patient had normal deglutition and regurgitation.
Discussion
ZD is mucosal protrusion at PEJ in the area of Killian's dehiscence between oblique and horizontal parts of inferior pharyngeal constrictor, proximal to cricopharyngeal sphincter [1] . It occurs most commonly in men in their 7th and 8th decades [2] . It can be congenital or acquired and true or false. In our patient it occurred in 7th decade and was apparently an acquired, false diverticulum. The earliest proposed cause was increased intrapharyngeal pressure as described by Zenker and Ziemssen [3] . Etiology is widely speculated to be muscular incoordination due to tight upper esophageal sphincter, though exact cause still remains elusive. The classical surgical principles for treating ZD are removal of the diverticulum and cricopharyngeal myotomy [4, 5] . Other treatment modalities are diverticulotomy, diverticulopexy, diverticulectomy, laser ablation, stapling etc. Though the best method is debatable, surgical diverticulectomy is traditionally considered as the definitive treatment [6] . Being the standard operation, we planned for open diverticulectomy, myotomy with removal of plate and nails. More problems than anticipated were faced due to prior surgery leading to dense fibrosis on posterior and left lateral aspects of diverticulum, complicated by nail/ plate penetration into sac with its fixation to prevertebral fascia. Probably dense adhesions around sac had prevented neck space infection due to the leakage of saliva or food, inspite of plate penetration. It is difficult to determine whether the diverticulum is due to postcervical plate scarring or idiopathic in origin.
To conclude, rarity of such presentation and absence of active infection inspite of plate penetration makes the case for an interesting report.
